characterized by arthritis, conjunctivitis, and urethritis, extensive reports of this interesting condition have appead in the world literature.
A study of the reported series of cases reveals certain outstanding features. Until the last few years these cases all consisted of young adult males, although before Reiter's paper several authors noted joint symptoms in women, with conjunctivitis or vaginitis (Huette, 1869; Gauster, 1869; Krauter, 1871) . Vallee (1946) , in reporting a series of 151 male cases, quoted the youngest recorded case of a boy aged 16 years (Junghanns, 1918) and an arthritic case in a woman (Lever and Crawford, 1944) . In the last three years, three cases have been reported in children under 12 years of age, and this diagnosis has been suggested in two younger brothers of a reported case in a boy of 15 years. Paronen (1948) , in a report of 344 cases in Finland, gives the most comprehensive survey yet made and states that 10% of his patients were women. He describes a case in a child aged 2 years and mentions that three other patients were aged 12 to 15 years.
The very close association of the condition with Flexner dysentery has been stressed by most authors and, in fact, post-dysenteric arthritis was well known before Reiter's description of the syndrome. Paronen's series of cases occurred during the autumn of 1944, following a severe epidemic of Flexner dysentery in the Karelian Isthmus, and in 96-4% of his cases was there a previous Flexner infection, two-thirds of the cases occurring from 11 to 30 days after the onset of the dysentery.
All three cardinal symptoms occur in most of the recorded cases, but arthritis seems to predominate and is frequently the first sign. Involvement of the large weight-bearing joints of the lower extremity is usual, the knee joint being most commonly affected and then the ankle, but in nearly all cases it is a polyarticular arthritis. In Paronen's series 97-3% of cases showed articular manifestations and in 42% of these the knee joints were affected. Vallee also stresses this articular incidence. In some cases the lesions are so slight as to consist of migratory pains in the joints only, but in a large number of cases considerable eff-usions developed; bursae and tendon sheaths may also be closely related to the joint lesions. Bone destruction is usually very slight and occurs late in the disease (Twiss and Douglas, 1946) . The occasional sequel of ankylosis has been noted by a number of writers, Valle (1946) , and Hollander, Fogarty, Abrams, and Kydd (1945) .
The most common ocular manifestation of the syndrome is conjunctivitis, either uni-or bilateral, but involvement of the iris, uveal tract, and cornea has been reported by Vallee, Zewi (1947) , and others. The degree of conjunctivitis varies from mild cranberry colour redness and velvety appearance to severe purulent conjunctivitis. The eye manifestations frequently occur early in the disease and often coincide with the onset of arthritis. The incidence of conjunctivitis varies considerably in different series of cases: Dorendorf (1917), 25-5 %; Walther (1941), 4-5 %; and Paronen (1948) , 8 %.
Involvement of the urinary tract is considered to be the third common manifestation. Urethritis is the usual lesion, but cystitis, prostatitis, and nephritis have all been noted by many writers (Vall6e, Hollander, and others) . The urethritis is frequently extremely mild, being little more than the complaint of a burning sensation on micturition in many cases. Where actual discharge occurs it is often seropurulent and much less profuse than in gonorrhoea. Paronen noted involvement of the urogenital organs in 79-3% of his cases, with urethritis in 90% of these. Renal lesions were found in nine of his patients. Urethritis may occasionally initiate the syndrome but it usually accompanies one of the other essential symptoms.
Generalized lymphadenitis has been noticed in many cases, with enlargement of the spleen occasionally. Skin lesions on the genitalia and over the affected joints have also been recognized; pleurisy and cardiac lesions have rarely been noted.
The course of this disease varies from two to five months and recovery is the rule, although REITER'S SYNDROME recurrences have been reported; in Kardung's (1943) (1948) gives an encouraging report of the use of streptomycin.
The aetiology of the condition has provoked much interest. The outstanding feature that all pus and synovial fluids are sterile has suggested the possibilities of virus infections and allergy. Dienes and Smith (1942) have, however, isolated the pleuropneumonia bacillus from urethral discharge and synovial fluid of a small number of patients. These organisms have also been isolated from vaginal discharge in women and in cases of non-specific urethritis in men (Beveridge, 1943) .
The relationship with bacillary dysentery, however, appears to be absolutely proved by a large number of observers, and the occurrence of diarrhoea or proved dysentery from 10 to 30 days preceding Reiter' Epstein (1947) , and the absence of proof of gonococcal infection in many cases suggested the same aetiology for the two syndromes. Peters (1949) suggests that keratosis blenorrhagica is essentially the same condition as Reiter's syndrome, although the rarity of cases with skin lesions in epidemics of Reiter's syndrome is notable.
There are two recorded cases of keratosis blenorrhagica in childhood. The first is described by Robert (1897) in a child aged 4 years, and the second by Gault and Gault (1948) in an Indian girl of 7 years. In the latter case the skin lesions were typical but there was no definite evidence of urethritis or arthritis.
The first recorded case of classical Reiter's syndrome in a child appears to be in a series of 10 cases reported by Zewi (1947) . A boy aged 4 years had an attack of diarrhoea, followed after one day by conjunctivitis which became bilateral.
He was admitted to the Ophthalmic Clinic of the University of Turku. A week later there was dysuria with albumin and leucocytes in the urine. On the seventeenth day after the onset of diarrhoea swelling of a metacarpo-phalangeal joint was noted, followed by arthritis in one elbow and the knee joints. Bilateral keratitis occurred. The patient was free from symptoms in just over two months. No organisms were cultured from urine or conjunctival swabs. There is no note of faecal cultures or blood agglutination tests for dysentery.
This author also reports a typical case in a boy aged 14 years and in two girls aged 15 and 16 years.
In 1946, however, Koster and Jansen record a Dutch family in which the eldest child, aged 15 years, had diarrhoea, followed after a week by purulent bilateral conjunctivitis, dysuria, and slight polyuria on the following day. Shortly after these symptoms there followed a painful swelling in his left ankle joint and big toe. The urinary symptoms only lasted for one week, but swelling of the tarsus and first metatarso-phalangeal joints lasted for some weeks. No pathogenic organisms were isolated from conjunctival swabs. A brother aged 3 years, who also had diarrhoea at the same time, developed conjunctivitis and urethritis eight days later, but no articular manifestations; and a third boy, aged 11 years, also had symptoms of urethritis, but these two younger children had recovered before medical attention was sought for the eldest boy. In all the boys the blood showed a positive agglutination to Sh. flexneri but the type and height of titre is not recorded. They would, however, all appear to be cases of Reiter's syndrome in varying degrees of severity. All cleared up without specific treatment and with no sequelae.
Florman and Goldstein (1948) record a white male child admitted to Mount Sinai Hospital, New York, in August, 1947. He had watery diarrhoea, followed five days later by urgency, dysuria, and frequency of micturition. Two days later there was pyrexia, swelling of the right knee, and bilateral purulent conjunctivitis. This child also presented generalized lymphadenopathy and a cardiac systolic murmur at the apex and left sternal border, with no cardiac enlargement. Greenish-yellow pus was aspirated from the joint. His urinary symptoms ARCHIVES OF DISEASE IN CHILDHOOD subsided in a week, but he had an exacerbation of conjunctivitis with keratitis in the right eye occurring on the fifteenth day of illness. Two months later the knee joint was completely normal and the only residual abnormality was a small corneal opacity. Penicillin He was discharged to a convalescent home for three months at the end of June, 1949, and was last seen in December, 1949, when he was free from symptoms, appeared well, and the only abnormality to be detected was slight residual thickening of the knee joints.
Investigations. From November 19 to December 31, 1948, the following investigations were carried out: URINE. A larger number of specimens of urine were examined. All contained a heavy cloud of albumin, large numbers of pus cells, no blood or casts and were sterile on culture. Several twenty-four-hourly specimens were examined and cultured for tubercle bacilli, with negative results. CONILuNCnVAL SWABS. Several swabs were examined and all were sterile. Scanty pus cells were seen in one smear.
BLOOD SEDIMENTATION RATE (Westergren Method
NosE AND THROAT SwABs. These were examined on November 29, 1948, and December 9, 1948 . No pathogenic organisms were cultured. EXAMINATION OF FAECES. All stools appeared normal. 1 here was no microscopic blood or pus and three cultures showed no pathogenic organisms.
URETHRAL SMEAR after prostatic massage (December 16, 1948) showed many pus cells but culture was sterile.
On December 14, 1948, the right knee joint was aspirated. Blood-stained fluid was withdrawn, and on standing a large fibrin clot formed. Films showed red cells in large numbers and scanty leucocytes, 50%0 lymphocytes, and 50O neutrophils. No organisms were seen and culture was sterile. In view of the continuing pyuria, an intravenous pyelogram was performed. This (Fig. 2) The present case shows the classical picture of the syndrome and is of a rather more severe type and longer duration than these other cases. Urethritis was the first symptom in this patient, followed by conjunctivitis, and fairly severe arthritis affecting the lower extremities only. The duration of the disease was five months, during the whole of which time the erythrocyte sedimentation rate was raised and joint lesions were present. The urinary infection lasted for three months and was extremely severe. As in all previously recorded cases, the outstanding feature was the very large quantity of pus in the urine which was repeatedly sterile on culture. The dramatic clearance of the heavy pyuria and marked frequency during the course of only one week in the thirteenth week of the disease was striking. The finding of a congenital abnormality of the urinary tract is of some interest, but stasis of urine could not definitely be confinned and there is no evidence that this abnormality influenced the course of the disease. The conjunctivitis in this case was extremely mild, although some excess redness of the conjunctivae was noted for about three months.
The Sh. flexneri V at the height of the disease; these disappeared as the condition cleared up. It, therefore, seems likely that this child had a sub-clinical infection with Sh. flexneri V despite the absence of any history of alimentary tract disorder, and that this case is, therefore, exactly comparable to previously recorded cases in children in its close association with Flexner infections. The patient came from a highly allergic family, and the increase in eosinophils in the first blood count is compatible with an allergic reaction.
The suggestion that this condition may be due to a virus infection would seem unlikely in view of the large amount of pus produced in the urinary tract, since, as a general rule, virus infections are not associated with much pus production. In one of the recorded cases, that of Florman and Goldstein (1948) , the fluid aspirated from a joint was definitely purulent. Therefore, while it seems unlikely that a virus is the primary agent in these cases, consideration might be given to the suggestion that some such infection, in association with Flexner dysentery, produces this very characteristic clinical syndrome.
Before diagnosis, one course of sulphamezathine and a course of salicylates were given, but as soon as diagnosis seemed certain the only other treatment was one course of penicillin in view of the numerous reports in the literature of the failure of all forms of treatment. This case is, therefore, typical in that the child recovered spontaneously and one year after the onset of the disease he is well and has had no relapses.
Swnmary
A review of the literature of the many series of cases of Reiter's syndrome shows that the condition has been rarely reported in childhood. An account of the only three other cases reported in detail in children under the age of 12 years has been given, and the relationship to dysentery indicated.
A typical, fairly severe case in an English boy of 9 years is presented, in whom, despite the absence of diarrhoea, a significantly raised serum agglutination titre for Sh. flexneri V was found, which fell to normal as the clinical condition recovered. In addition, the patient had a congenital abnormality of the urinary tract. A suggestion is made that, following epidemics of dysentery, this condition may be found less rarely in childhood if a search is made for minimal clinical manifestations.
